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Even the most respectable psychiatric journals are now getting to look like Spring seed catalogues. In any given issue we are confronted with dozens upon dozens of new drugs and other physical treatments for psychiatric disorders presented in dazzling advertisements. The responsible physician -even a psychiatrist who is well acquainted with today's burgeoning array of pharmacological varieties and hybrids -can no longer possibly rely on his own personal clinical experience in selecting this variety or that for his individual patient.
No doubt, there is great need for objective means of measuring the effects and effectiveness of one drug over the next. We are now not only introjecting our -hopefully not so deadly -personalities and psychotherapies into the patient's problems, but also are administering potent and potentially toxic pharmaceuticals as well as shock treatments and brain surgery to our patients. We must know now, not only whether our patient gets better or worse after such treatments, but also precisely how much better or worse and in exactly what area of his behaviour.
In addition, we need ways to compare transcultural and social psychiatric reports now pouring in from every corner of the globe against impersonal criteria so as to avoid ambiguity of terms and observations and to permit replication of findings in one country by investigators elsewhere.
The trouble is that we are, indeed, getting the measurements we are demanding -alas, in numbers almost as overwhelming as the drugs and other treatments they are supposed to measure.
Canad. Psychiat. As•. J. Vol. 13 (1968) Our problem now is to find out how to rate the rating scales themselves. Should an investigator use, for example, a behaviour rating scale which is extremely sensitive and exhaustive -and also somewhat exhausting for the rater -or one which is more brief, practical and, therefore, may cause less rater resistance? And then, who is going to rate the rater whose judgement still is the most critically important factor in producing the data to be evaluated?
Are we fooling ourselves that some single 'ideal' rating scale which may appear in the market place tomorrow will give us final, objective, valid and reliable answers to our questions concerning individual human behaviour? Are we being engulfed in rating scale fads and fashions -perhaps even flunking grant applications if we do not announce our intention to use the scale which in the opinion of the granting agency is the latest and most fashionable?
Fortunately, the trend today, is toward brief rating scales with fewer than twenty items, e.g., the popular Brief Psychiatric Rating Scale (BPRS) by Overall and Gorham, to be supplemented at longer intervals by more comprehensive scales, Wittenborn has been gained with this test that a commercial computer evaluation service is now available for MMPI scores for clinical diagnosis. And there are a number of rating scales for specific aspects of human behaviour and psychopathology, e.g. scales to measure social adjustment, neuroticism, introversion, extraversion, depression, anxiety, etc. Lyerly, in 1966, published a catalogue of many of the currently used rating scales.
All rating scale information is exposed to the rater's human judgement or error. Thus, no rating scale is better than the rater gathering the data for it. In a previous publication we have shown that the accuracy of a rater's judgements depends not only on his training in the use of the scale and on his clinical experience, but also on an undefined natural ability (or lack of it) to assess human behaviour. In one extreme instance, under experimental conditions, a library assistant with no special experience or training in psychology or psychiatry was able to rate a patient far more accurately by our criteria than was a psychiatrist with more than five years of clinical experience.
Because of the built-in limiting factor of the rater unavoidably being human, the dream of a completely objective and valid rating scale can never come true. To consider any rating scale as an 'objective instrument', as is sometimes done in the literature, is a wishful misrepresentation. For one thing, reliability is often confused with validity which is far more difficult to achieve than reliability in evaluating human behaviour on rating scales. This, of course, is because of the lack of external criteria for many behavioural manifestations, particularly in the emotional sphere. For another, even reliability is hard to achieve with these scales. Frequently what is being recorded is not reliable observation, but rather the observer's reliable bias.
Even in the measurement of tumour size, by external criteria laid down by the National Cancer Institute, no fewer than three different important types of errors have been shown to impair the accuracy of measurement by human examiners. Theoretically, too, coughing is an objective response. However, since the factors determining cough are so difficult to control, it is also defiantly difficult to measure the effectiveness of any single inhibiting factor, for instance, a new cough preparation. If such difficulties reduce the accuracy of physicallymeasured phenomena, one appreciates Murphree's question: "... How can one quantitate a sob or measure a lump in the throat? How can one put calipers on stolid resignation? ...".
Various universities, hospitals and government agencies nowadays tend to have their own favourite set of rating scales. The ways in which these scales are chosen are not always entirely rational or objective (e.g., on the basis of better standardization). The chosen rating scale may simply have been one developed by the university next door, or one developed by a personal friend of the investigator or one devised by some one on his own staff or by himself. Local rating scale fashions -even those based on irrational criteria -are, however, not so objectionable as anyone institution's pressure on the medical community to embrace its own favourite scales.
Today, enormous amounts of money and professional effort are being poured into the development, publication and advertising of still more and different rating scales, each one touted as having special advantages over others. Either it is claimed that the scale takes a shorter time to administer or that it is more reliable, or that it is more sensitive. But, in the last analysis the differences in quality between the few very good and the many middle-quality -including custom-made -rating scales are really not very great. Differences of standardization exist, of course, between the longestablished scales and those which are less well known. But it is questionable how much clinical importance these differences have. And in any case, it is un-reasonable to expect the entire medical community to wade through a seemingly endless stream of publications on new rating scales.
Even the 'best' behaviour rating scale is little more than a glorified shopping list of symptoms. As such, rating scales provide us with a convenient and necessary means for rigorous systematization of many procedures in modern psychiatry. Rating scales do not provide us with new insights into human behaviour or psychiatric illness, nor any truly objective means of quantifying behavioural parameters. But for the time being they are still the best measuring sticks we have been able to improvise. It would appear that the rating scales we already have today can provide for all of our present and foreseeable future needs in this area.
If there is to be a real 'breakthrough' in objective measurement of complex human behaviour it will not come in the form of slightly better rating scales but rather in the form of some radically new, quantitative and valid indices such as objectively measurable, physiological correlates of human behaviour.
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